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oint  operations  are  the  baseline  of 
all  future  military  activities.  Yet  the 
Services  continue  to  operate  their 
own  health  care  systems  that,  at  best, 
cooperate  with  each  other  in  providing  benefit 
and  readiness  missions  to  eligible  patients 
during  peace  and  war.  Despite  numerous  rec¬ 
ommendations  for  organizational  change  to 
improve  resource  efficiency  and  operational 
responsiveness,  the  Military  Health  System 
(MHS)  structure  has  evolved  little  since  World 
War  II.  The  Services  operate  relatively  sepa¬ 
rate  but  equal  deployable  medical  systems  to 
support  deployed  combat  forces. 

As  called  for  in  Joint  Vision  2020 , 
current  resource  shortages  and  threats  in  the 
security  environment  demand  revolutionary 
innovations.  By  leveraging  existing  trans¬ 
formation  efforts  and  creating  a  unified  U.S. 
Medical  Command — headed  by  a  four-star 
medical  force  commander  with  subordinate 
Service  and  TRICARE  components — the 
MHS  can  achieve  the  resource  efficiency  and 
operational  flexibility  needed  to  change  both 
how  it  provides  force  health  protection  to 
combat  forces  and  brings  all  players  together 
to  carry  out  its  benefit  and  readiness  missions. 

The  Missions 

The  MHS  is  one  of  the  largest  and 
most  complex  health  care  organizations 
in  the  United  States.  Its  mission  is  “to 


enhance  DOD  [Department  of  Defense] 
and  our  nation’s  security  by  providing 
health  support  for  the  full  range  of  military 
operations  and  sustaining  the  health  of  all 
those  entrusted  to  our  care.”1  In  operating 
its  network  of  76  hospitals  and  more  than 
500  medical  and  dental  clinics,  the  MHS  is 
a  $28  billion  annual  enterprise  that  cares  for 
almost  9  million  patients,  including  nearly 
1.5  million  uniformed  personnel. 

There  are  two  parts  to  the  MHS  health 
support  mission:  the  readiness  and  benefit 
components.  The  readiness  component, 
or  force  health  protection,  includes  fit  and 
healthy  force  maintenance,  casualty  preven¬ 
tion,  and  casualty  care  management.  In 
operational  settings,  force  health  protection 
provides  health  service  support  (HSS)  to 
combatant  commanders  during  wartime 
military  operations  and  other  ventures,  such 
as  peacekeeping,  humanitarian  assistance, 
and  training.  The  benefit  component  involves 
delivering  a  full  spectrum  of  preventive  and 
restorative  medical  care  to  active  and  retired 
members  of  the  Armed  Forces,  their  families, 
and  other  eligible  beneficiaries. 

In  the  last  50  years,  the  benefit  compo¬ 
nent  (also  called  the  peacetime  mission)  has 
consumed  an  increasing  proportion  of  MHS 
resources.  In  1955,  for  example,  Active  duty 
personnel  comprised  45  percent  of  benefi¬ 
ciaries,  dependents  44  percent,  and  eligible 


retirees  11  percent.  In  fiscal  year  2005,  the 
Government  Accountability  Office  predicted 
that  these  same  personnel  will  constitute  just 
18  percent  of  the  nearly  9  million  beneficia¬ 
ries,  and  their  family  members  an  additional 
26  percent.  Eligible  retirees,  meanwhile,  will 
comprise  55  percent  of  patients.2 

Critics  of  the  MHS  note  that  this 
demographic  shift  means  that  consider¬ 
ably  more  resources  must  be  devoted  to  the 
benefit  mission  at  the  expense  of  the  readi¬ 
ness  mission,  prompting  some  to  argue  that 
the  benefit  mission  should  be  civilianized 
on  the  assumption  that  caring  for  family 
members  and  retirees  is  not  a  core  Depart¬ 
ment  of  Defense  competency.  In  contrast, 
the  medical  leadership  believes  the  two 
missions  are  inextricably  linked.  They  insist 
that  the  benefit  mission  helps  the  MHS 
recruit  and  retain  talented  personnel  who 
otherwise  might  be  disinclined  to  volunteer 
for  service  in  military  medicine  and  who, 
in  carrying  out  peacetime  medical  duties, 
maintain  military  members  at  optimum 
health  while  simultaneously  preserving 
essential  clinical  skills  for  the  wartime  read¬ 
iness  mission.  In  the  words  of  one  former 
Surgeon  General  of  the  Navy,  “Readiness 
is  the  real  benefit  derived  from  the  benefit 
mission.”3  Few  would  disagree,  however,  that 
the  readiness  component  is  the  raison  d’etre 
for  the  MHS  and  “determines  the  minimum 
number  of  Active  duty  medical  personnel 
required  by  each  Service.”4 


Captain  David  A.  Lane,  USN,  is  Group  Surgeon,  Third  Force  Service  Support  Group,  Marine  Forces  Pacific. 
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Organization 

The  MHS  is  organized  and  resourced  to 
carry  out  its  two  missions,  and  more  resources 
are  being  allocated  for  delivering  the  benefit 
mission  in  traditional  health  care  settings 
(hospitals  and  clinics)  than  for  the  readiness 
mission.  The  benefit  mission  is  financed  by 
the  Defense  Health  Program  (DHP),  a  single 
$21.4  billion  budget  appropriation  that  covers 
the  operating  and  maintenance  costs  of  health 
care  in  military  hospitals  and  clinics,  as  well 
as  care  purchased  from  the  civilian  sector 
through  regional,  managed- care  support  con¬ 
tracts  under  DOD’s  TRICARE  program.5  The 
DHP  is  administered  by  the  Assistant  Sec¬ 
retary  of  Defense  for  Health  Affairs  through 
the  TRICARE  Management  Activity,  which 
disperses  funds  to  hospitals  and  clinics  via 
the  Surgeons  General  of  the  Army,  Navy,  and 
Air  Force.  The  Assistant  Secretary  does  not 
exercise  command  and  control  authority  over 
the  Surgeons  General.  Nor  does  this  office  pay 
the  personnel  costs  for  the  more  than  180,000 
Active  duty  medical  people  staffing  the  Army, 
Navy,  and  Air  Force  treatment  facilities. 

Those  responsibilities  rest  with  the  individual 
Service  chiefs. 

The  organizational  structure  of  the 
present  hospital  system  predates  World  War 
II,  when  each  Service  provided  its  own  health 
care.  In  the  intervening  60  years,  coop¬ 
eration  in  delivering  the  peacetime  benefit 
mission  has  improved  considerably,  largely 
due  to  pressure  to  contain  costs  applied  at 
various  times  by  the  executive  branch,  Con¬ 
gress,  or  the  Services  themselves.  During  this 
time,  no  fewer  than  15  federally  sponsored 
studies  and  numerous  scholarly  reports  have 
examined  the  MHS  organization,  with  the 


overwhelming  majority  calling  for  a  unified 
medical  command  and  only  3  preferring  the 
present  structure. 

In  response,  DOD  has  adopted  some 
changes  but  kept  the  basic  structure.  Changes 
include  establishing  a  central  office  to  oversee 
health  care  operations,  implementing  a 
uniform  tri-Service  managed  care  health  plan, 
consolidating  most  budget  resources  under 
the  DHP,  and  establishing  the  TRICARE 
Management  Activity  to  govern  the  business 
side  of  the  MHS.  While  these  efforts  have 
enhanced  inter- Service  cooperation,  they 
have  by  no  means  created  jointness  among 
the  medical  departments.  This  “cooperation 
without  jointness”  with  respect  to  the  benefit 
mission  is  best  illustrated  in  geographic  areas 
where  two  or  more  Services  have  medical 
treatment  facilities,  such  as  in  Washington, 
DC,  or  San  Antonio,  Texas. 

The  MHS  operates  three  medical 
centers  in  the  Washington,  DC,  area:  Walter 
Reed  Army  Medical  Center,  the  Air  Force’s 
Malcolm  Growe  Medical  Center,  and  the 
National  Naval  Medical  Center.  Until  recently, 
the  three  Services  had  enough  resources  to 
operate  the  centers  autonomously,  resulting 
in  overlapping  capabilities  and  excess  capac¬ 
ity.  In  response  to  the  budgetary  constraints 
of  recent  years  and  the  impact  of  regional 
support  contracts  under  TRICARE,  the  three 
medical  centers  have  entered  into  numerous 
agreements  to  share  personnel,  space,  and 
equipment,  and  have  combined  several  gradu¬ 
ate  medical  education  programs.  They  have 
also  parceled  out  specialized  clinical  services, 
such  as  inpatient  maternity  care  and  child  and 
adolescent  mental  health.  Nonetheless,  as  the 
Government  Accountability  Office  noted  in 


its  1999  report  on  DOD’s  need  for  a  tri-Service 
strategy  for  determining  and  allocating 
medical  resources  among  MTFs: 

While  the  agreements  appear  beneficial, 
they  are  mostly  ad  hoc  and  the  results  are 
not  well  documented. ...  A  recent  DOD 
effort  to  further  consolidate  . . .  medical 
centers  met  with  major  disagreements  about 
what  care  should  be  provided  where.  As  a 
result,  the  effort  was  put  on  hold  and  the 
centers  continue  to  operate  independently.6 

Similar  cooperative  agreements  are  in 
place  between  the  Air  Force’s  Wilford  Hall 
Medical  Center  in  San  Antonio  and  its  cross¬ 
town  counterpart,  Brooke  Army  Medical 
Center,  where  DOD  directed  the  merger  of  the 
obstetrics-gynecology  and  pediatric  depart¬ 
ments  in  1995.  The  two  centers  subsequently 
signed  a  letter  of  agreement  combining  their 
graduate  medical  education  programs  under  a 
common  academic  leadership  to  form  the  San 
Antonio  Uniformed  Services  Health  Educa¬ 
tion  Consortium. 

Despite  the  many  bi-  and  multilateral 
sharing  agreements  in  locations  where  facili¬ 
ties  from  two  or  more  Services  are  in  close 
proximity,  individual  treatment  facilities  con¬ 
tinue  to  operate  as  independent  hospitals,  and 
in  most  cases  gains  made  by  one  institution 
are  interpreted  as  losses  by  the  others. 

HSS  for  Deployed  Forces 

In  addition  to  its  international  network 
of  medical  facilities — which  function  as 
civilian  hospitals  and  clinics,  including  the 
maintenance  of  quality  accreditation  by 
the  Joint  Commission  for  the  Accreditation 
of  Healthcare  Organizations — the  MHS 
includes  operational  medical  units  that 
provide  HSS  for  deployed  forces.  These  units 
range  in  complexity  and  capability  from  a 
simple  battalion  aid  station  in  the  field  or 
sickbay  aboard  ship  providing  first  aid  and 
initial  stabilization  of  casualties,  to  a  deploy¬ 
able  500-bed  fleet/field  hospital  or  1,000-bed 
hospital  ship  with  advanced  capabilities 
such  as  critical/intensive  care  units  and 
neurosurgery.  Operational  HSS  is  resourced 
almost  exclusively  by  the  individual  Services, 
with  manpower  and  money  provided  by  the 
Service  chiefs  to  both  line  and  medical  units 
via  administrative  chains  of  command. 

Present  doctrine  includes  five  echelons 
of  casualty  care.  In  general,  all  Level  I  and 
some  Level  II  care  is  provided  by  medical 
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personnel  integral  to  the  combat  forces 
they  support.  However,  some  Level 
II  and  most  Level  III  care  is  doc 
trinally  provided  by  deploy¬ 
able  medical  treatment 
facilities  (DEPMEDS)  that 
are  resourced,  equipped, 
and  staffed  by  a  unit’s 
parent  Service. 

DOD  directs  that 
DEPMEDS  “shall  be 
standardized  to  the 
maximum  extent 
possible,  consistent 
with  the  missions 
of  the  Services,  to 
enhance  interoper¬ 
ability,  increase  effi¬ 
ciency,  and  maximize 
resources.”7  DOD  does 
not  direct  that  DEPMEDS 
be  joint,  and  they  are  not. 

Level  II  care  includes 

resuscitative  surgery,  administration  of  blood 
products,  and  the  like.  Current  doctrine  states 
that  combat  casualties  remain  in  Level  II 
DEPMEDS  for  less  than  72  hours.  However, 
the  Army,  Navy,  and  Air  Force  each  have 
their  own  Level  II  and  Level  III  DEPMEDS 
platforms.  The  Army,  for  example,  uses 
medical  companies  as  its  primary  Level  II 
asset.  They  are  usually  assigned  to  a  forward 
support  battalion  but  can  be  found  within 
medical  brigades  or  groups  as  well.  The  Navy, 
on  the  other  hand,  provides  Level  II  care  at  sea 
aboard  aircraft  carriers  and  large  amphibious 
assault  ships.  It  also  fields  Level  II  medical 
battalions  in  direct  support  of  Marine  Corps 
operations.  These  battalions  are  integral  to 
Marine  Expeditionary  Forces  or  smaller  types 
of  Marine  Air  Ground  Task  Forces,  giving 
those  units  an  organic  Level  II HSS  capability. 
The  Air  Force  provides  Level  II  operational 
HSS  with  rapidly  deployable  air  transportable 
clinics  and  hospitals,  designed  to  support 
between  300  and  500  personnel.  While  the 
names  and  venues  for  delivering  the  care  may 
vary,  the  actual  care  provided — that  is,  its 
complexity  and  the  clinical  skills  and  materiel 
required — is  the  same  for  all  three  Services. 

Level  III  care  for  all  Services  is  pro¬ 
vided  by  their  own  deployable  hospitals 
(including  seagoing  hospital  ships),  which 
can  be  configured  with  appropriate  inpa¬ 
tient  holding  capacity  tailored  to  the  specific 
mission.  The  Army  uses  combat  support 
hospitals  and  field  hospitals,  the  Navy  uses 
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fleet  hospitals  and  hospital  ships,  and  the 
Air  Force  uses  air  transportable  hospitals.  In 
most  operational  settings,  these  DEPMEDS 
can  be  configured  to  hold  from  100  to  500 
patients.  Each  Service  staffs,  equips,  trains, 
and  maintains  its  own  deployable  inpatient 
treatment  facility  with  nearly  identical 
medical  capabilities  to  carry  out  the  same 
readiness  mission,  namely  to  provide  Level 
III  HSS  for  deployed  combat  forces. 

Recent  history  provides 
several  examples  of  the  clini¬ 
cal  and  operational  risk  of  the 
present  “separate  but  equal” 

HSS  force  structure.  In  October 
1983,  237  Marines  were  killed 
when  terrorists  bombed  their 
barracks  at  Beirut  airport. 

While  many  more  were  imme¬ 
diately  killed  than  wounded, 
easing  the  strain  on  the  casualty 
care  system,  the  bombing 
uncovered  problems  in  the 
joint  planning  and  execution 
of  the  operational  plans  for 
casualty  care  and  evacuation  in 
use  at  the  time,  particularly  with  respect  to 
readiness  and  command  and  control  of  HSS 
personnel  and  assets.  Corrective  actions  were 
put  in  place  and  then  “field  tested  under  fire” 
during  Operations  Desert  Shield  and  Desert 
Storm  in  1991. 

The  results  were  disappointing,  as 
reflected  in  a  postoperation  report  by  the 
DOD  Inspector  General  that  criticized  the 


the  low  casualty 
rates  from  the 
latest  conflicts 
have  prompted 
some  observers 
to  question 
the  need  for 
resource¬ 
intensive 
deployable 
medical  assets 


Department  for  having  persistent  prob- 
lems  with  medical  command  and 
control  and  for  outdated  plans  that 
lacked  sufficient  joint  input  and 
execution.  The  report  specifi¬ 
cally  noted  that  the  opera¬ 
tion  plans  “did  not  plan  for 
integrated  support  and, 
instead,  tasked  each  of 
the  Service  components 
to  provide  medical 
care  for  only  their  own 
forces.”8  In  addition, 
the  Inspector  General 
observed  that  the  Ser¬ 
vices’  DEPMEDS  plat¬ 
forms  lacked  sufficient 
mobility,  transportation, 
and  employment  guid¬ 
ance  to  support  warfighting 
doctrine. 

Following  the  1991  Gulf 
War,  a  series  of  “Medical  Readi¬ 
ness  Strategic  Plans”  was  used  as  the  blue¬ 
print  for  overcoming  the  medical  readiness 
shortfalls  identified  in  the  Inspector  General’s 
report.  Using  the  plans  as  guidance,  the 
Army,  Navy,  and  Air  Force  medical  depart¬ 
ments  independently  focused  on  making 
their  DEPMEDS  platforms  more  modular, 
agile,  and  adaptable,  striving  to  develop  an 
information  network  that  would  give  opera- 
tional  medical  forces  a  common 
operating  picture.  Although 
they  generally  succeeded  in 
improving  the  weight,  cube,  and 
maneuverability  of  DEPMEDS 
assets  by  the  start  of  Operations 
Enduring  Freedom  and  Iraqi 
Freedom  in  2001-2003,  the 
issues  of  medical  command  and 
control  and  integrating  medical 
support  across  the  Services 
remained  largely  unchanged 
from  the  first  Gulf  War.  They 
may  have  gotten  worse. 

_  In  addition,  in  their 

spring  2004  testimonies  before 
congressional  committees  concerned  with 
military  medicine,  each  of  the  Services’ 
Surgeons  General  praised  the  often  heroic 
achievements  of  their  medical  departments 
during  the  operations.  Absent,  however,  was 
testimony  illustrating  how  HSS  doctrine  had 
changed  since  Operation  Desert  Storm  to 
make  the  MHS  a  more  effective,  integrated, 
and  joint  team. 
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More  recently,  the  low  casualty  rates 
from  the  latest  conflicts  have  prompted 
some  observers  to  question  the  need  for  such 
resource-intensive  deployable  medical  assets 
in  the  first  place.  This  uncertainty,  along  with 
newer  clinical  strategies  for  the  stabilization 
and  en  route  care  of  casualties,  and  innova¬ 
tive  new  and  planned  warfighting  concepts 
such  as  sea-basing  and  ship-to- objective 
maneuvers,  put  new  pressure  on  medical 
departments  to  reduce  further  the  size  of  their 
individual  HSS  “footprints.” 

The  Government  Accountability  Office 
and  RAND  Corporation  have  separately 
reported  that  the  tradition  of  independence 
by  the  Services  has  been  the  biggest  obstacle 
to  the  medical  departments  developing  a 
joint  approach  to  delivering  health  care.  Still, 
throughout  military  medicine  there  are  scat¬ 
tered  examples  of  jointness  that  illustrate  the 
integration  called  for  in  Joint  Vision  2020 , 
such  as  the  Uniformed  Services  University  of 
the  Health  Sciences,  the  Armed  Forces  Insti¬ 
tute  of  Pathology,  and  the  Defense  Medical 
Readiness  Training  Institute.  The  medical 


and  support  staffs  of  these  commands  are 
tri-Service  in  composition  and  resourced 
collectively  by  the  Services  or  centrally  by 
DOD.  For  the  most  part,  however,  the  Army, 
Navy,  and  Air  Force  continue  to  operate  their 
own  semi-independent  health  care  systems 
that  arguably  cooperate  as  much  as  possible 
under  the  existing  structure,  while  concur¬ 
rently  operating  somewhat  as  peer  competi¬ 
tors  for  exactly  the  same  wartime  readiness 
and  peacetime  benefit  missions. 

In  response  to  periodic  criticisms  of 
the  status  quo,  DOD  has  first  opted  to  grant 
and  then  increase  central  authority  under 
the  Assistant  Secretary  for  Health  Affairs 
both  to  manage  costs  in  delivering  the  benefit 
mission  and  to  react  to  operational  lessons 
learned  in  supporting  the  readiness  mission. 
This  approach  seems  to  be  inadequate  given 
the  current  threats  both  to  resources  and  the 
security  environment.  How  then  can  the  MHS 
achieve  the  desired  endstate  and  become  fully 
joint  intellectually,  operationally,  organiza¬ 
tionally,  doctrinally,  and  technically,  as  called 
for  in  Joint  Vision  2020 ?  The  answer  lies  in  the 
current  strategy  of  DOD  transformation. 

Transformation  Recommendations 

Under  the  present  hierarchy,  the  MHS 
has  many  masters — or  it  has  none.  Military 
medicine  needs  a  unified  medical  command 
to  change  the  outlook  of  the  medical  depart¬ 
ments  and  of  the  Services  toward  the  MHS, 
enabling  it  to  transform  from  a  confederation 
of  autonomous  medical  departments  into 
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a  truly  joint  medical  force.  A  U.S.  Medical 
Command  (USMEDCOM),  as  the  new  orga¬ 
nization  might  be  called,  would  be  a  func¬ 
tional  combatant  command  along  the  lines  of 
the  U.S.  Transportation  and  Special  Opera¬ 
tions  Commands.  The  commander  would  be 
a  four-star  flag/general  medical  corps  officer 
with  consolidated  accountability,  responsibil¬ 
ity,  and  authority  to  execute  both  the  benefit 
and  readiness  health  care  missions. 

USMEDCOM  could  be  structured  in 
a  number  of  ways,  each  with  strengths  and 
weaknesses  concerning  resource  efficiency 
and  operational  flexibility.  In  one  recent 
study  of  reorganizing  the  MHS,  for  example, 
researchers  at  RAND  described  three 
potential  models:  a  joint  command  with 
Service  components,  a  joint  command  with 
readiness  and  TRICARE  components,  and  a 
joint  command  with  Service  and  TRICARE 
components.9 

The  first  option,  a  joint  command 
with  Service  components,  mirrors  the  orga¬ 
nizational  structure  of  present  combatant 
commands,  including  U.S.  Special  Opera¬ 
tions  Command.  This  arrangement  would 
resemble  the  present  MHS  structure  except 
that  it  would  assign  overall  responsibility  to 
a  single  military  medical  commander.  This 
structure  would  strengthen  the  organizational 
and  doctrinal  jointness  of  the  MHS  but  have 
little  impact  on  the  technical  and  operational 
aspects  since  the  Army,  Navy,  and  Air  Force 
medical  departments  would  remain  intel¬ 
lectually  aligned  with  their  parent  Services.  In 
addition,  the  health  affairs  Assistant  Secretary 
would  continue  to  oversee  the  benefit  mission 
through  the  TRICARE  Management  Activity. 

The  next  option,  a  joint  command 
with  readiness  and  TRICARE  components, 
presents  a  radical  departure  from  the  orga¬ 
nization  of  today’s  MHS.  Under  this  model, 
operational  medical  units  would  report  to 
USMEDCOM  via  a  joint  medical  readiness 
component  command,  whereas  medical 
treatment  facilities  and  contractors  support¬ 
ing  the  benefit  mission  would  report  via  a 
TRICARE  component  command.  This  struc¬ 
ture  could  strengthen  the  medical  depart¬ 
ment’s  operational  and  doctrinal  jointness. 
Because  the  benefit  and  readiness  missions 
must  share  medical  personnel,  competition 
for  resources  may  increase  between  the  two. 
As  discussed  earlier,  the  Surgeons  General 
of  the  Army,  Navy,  and  Air  Force  have 
repeatedly  asserted  that  the  two  missions 
are  vitally  linked  and  mutually  supporting. 


Ribbon-cutting  marks  transformation  of  Keesler  Hospital,  Keesler  Air 
Force  Base,  Mississippi,  from  outpatient  clinic  to  fully  functional  hospital 
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U.S.  Air  Force  (Quinton  T.  Burris) 

Navy  corpsmen  assemble 
chemical-biological 
protective  shelter,  Kuwait 


Organizationally  separating 
them  would  risk  under¬ 
mining  technical  and 
intellectual  jointness. 

The  organiza¬ 
tional  structure  for 
USMEDCOM  that 
holds  the  most 
promise  for  effec¬ 
tively  transform¬ 
ing  the  MHS  into 
the  desired  inte¬ 
grated  team  is  a 
unified  command 
with  both  Service 
and  TRICARE  com¬ 
ponents.  This  struc¬ 
ture  would  maintain 
traditional  line-medical 
relationships  at  the  opera¬ 
tional  and  tactical  levels 
through  Service  component 
medical  commands,  each  headed 
by  a  medical  flag/general  officer  from 
that  Service. 

The  proposed  organizational  structure 
would  enhance  operational  and  doctrinal 
jointness  though  a  simpler  centralized 
command  and  control  relationship  between 
USMEDCOM  and  the  Service  medical 
departments.  At  the  same  time,  USMED¬ 
COM  would  improve  technical  and  intel¬ 
lectual  jointness  through  the  clinical  synergy 
between  the  benefit  and  readiness  missions, 
as  advanced  by  the  Surgeons  General.  This 
structure  would  consolidate  accountability 
and  authority  in  a  functional  medical  com¬ 
batant  commander  with  the  responsibility 
and  resources  for  both  the  readiness  and 
benefit  missions. 

Specific  strategic-  and  operational- 
level  examples  where  this  alignment  might 
improve  the  status  quo  include  overcoming 
the  previously  cited  “Service  independence” 
with  regard  to  delivery  of  the  peacetime 
mission,  and  scrapping  the  “separate  but 
equal”  doctrine  with  regard  to  the  operational 
HSS  force  structure. 


Project  Manager’s  Office,  Brigade  Combat  Team 

Interior  of  Stryker  Medical 
Evacuation  Vehicle,  an 
armored  ambulance 


The  integration  of  core  competen¬ 
cies  provided  by  the  individual 
Services  is  essential  to  the 
joint  team,  and  the  employ¬ 
ment  of  the  capabilities  of  the 
Total  Force  (Active,  Reserve, 

Guard,  and  civilian  members) 
increases  the  options  for  the  commander 
and  complicates  the  choices  of  our  oppo¬ 
nents .  To  build  the  most  effective  force  for 
2020,  we  must  be  fully  joint:  intellectually, 
operationally,  organizationally,  doctrinally, 
and  technically.10 

The  Department  of  Defense  must  lever¬ 
age  current  transformation  efforts  to  create  a 
unified  medical  command — the  U.S.  Medical 
Command — to  integrate  the  Military  Health 
System  culturally  and  form  the  desired  joint 
medical  team.  IFQ 


a  joint  command  with 
Service  components 
would  resemble 
the  present 
Military  Health 
System  except 
that  it  would 
assign  overall 
responsibility 
to  a  single 
military  medical 
commander 
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The  capstone  strategic  planning  docu¬ 
ments  for  the  Department  of  Defense — the 
National  Military  Strategy  of  the  United  States 
of  America  2004,  the  Quadrennial  Defense 
Review  Report  for  2001,  and  Joint  Vision 
2020— stress  that  joint  operations  will  be  the 
hallmark  of  all  future  military  activities.  The 
Chairman  of  the  Joint  Chiefs  of  Staff  writes: 
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